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amassed information indicating that ASCOT was a significant improvement over TRISS (in a study involving nearly 80,000 patients). Markle and colleagues (1992), however, in a study involving about 3,000 patients, did not find that ASCOT produced quantitative gains sufficient to offset the greater complexity and need for computer processing. Thus, more research with different patient data sets will be needed before a definitive judgment about ASCOT can be made.
TRISS, like the other listed measures, was developed on and for adults, leaving (at least in some users' minds) a significant gap insofar as EMS-C is concerned. The reasons for expecting children to respond to injury differently than adults are summed up in the aphorism "children are not miniature adults." Anatomy (e.g., surface area, airway structure), physiology and physiologic reserve, ability to verbalize, and other factors are different for children than for adults. To the extent (which is great) that trauma scoring tools are based on those variables as calibrated for adults, they risk being inappropriate for children. That is, when used for triage (or severity or case-mix adjustments), they may not be very sensitive or specific for some or all of the pediatric age range (as discussed below).
Not all experts in this field agree with this assessment. They argue that the A1S, ISS, and TRISS have all been validated or at least used successfully in pediatric populations and studies and that the reliability of some adult-based measures is sufficiently high in pediatric populations to permit their use (Eichelberger et al., 1988a,b, 1989a,b, 1993; Nakayama et al., 1989; Kaufmann et al., 1990, 1991; Fortune et al., 1992; Reynolds, 1992). Furthermore, updates to the AIS in the early 1990s include definitions of injury that accommodate differences in severity assessment between adults and children; because this change will improve its potential for scoring pediatric injury, it will also improve the applicability of the ISS (and hence TRISS) for children.
Pediatric Trauma Score
To address the perceived void, however, Tepas and his colleagues (1987, 1988) developed the Pediatric Trauma Score (PTS) specifically for children. PTS uses scores on six parameters: size of patient, airway status and adequacy of breathing, blood pressure (as an indicator of perfusion status), central nervous system status (e.g., from awake to comatose), skeletal status (e.g., closed or open fractures), and cutaneous status (e.g., minor contusions and abrasions through penetrating injury and soft tissue loss). These components are intended "to quantify injury by the numeric gradation of anatomic, physiologic, or functional derangement" (Tepas, 1989, p. 65; Reynolds, 1992). These variables reflect what clinicians regard as the most predictive indicators of how severely injured a patient might be, based on initial pre-d versus observed" approach to assessing performance is essentially the tactic used by the Health Care Financing Administration in calculating and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
